our case resulted in no harm to the patient, there was potential for disaster. The remote location meant that additional airway equipment was not as readily available as it is in theatre. Ferromagnetic Magill's forceps would not have been able to be used in such close proximity to the MRI machine, and it was fortunate that the cuff was easily grasped by hand and removed. Loss of continuity with the breathing system could have resulted in hypoxia, laryngospasm and awareness. Flexicare Medical Ltd was unable to determine a specific root cause for the failure but have strengthened its manufacturing inspection and included additional controls as a result. We suggest that in addition to the usual visual inspection, devices are gently checked for integrity by applying traction across every junction of the individual components. Figure 4a provides a sketch of the new forceps positioned in the mouth. When the forceps are introduced in the midline, parallel to the videolaryngoscope blade, their tip is readily seen on a video screen. The forceps can also be used during direct laryngoscopy, but if the tip of the epiglottis is not visible, my experience is that conversion to videolaryngoscopy is advisable.
The forceps are 23 cm long (adult), and curved twice in the sagittal plane (Fig. 4b) . Unlike the Magill's, these forceps have a locking mechanism to avoid finger fatigue during prolonged manipulation. The grip of the forceps is smooth and the jaw has a large surface area to avoid damaging the tube cuff and bronchoscope surface.
The forceps can be used to grip and manipulate bougies, tracheal tubes, transoesophageal echocardiography probes, gastric tubes and bronchoscopes, with the tip of the forceps facing either upwards or downwards. I intend to conduct research in the near future to assess the clinical potential of these forceps, and would like to hear from researchers who would be keen to participate in such research. 
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